ments, cleared up in about six weeks. After it had subsided she complained of pain and swelling in the right breast: and on examination a bunch of tender nodules, about the size of an almond, was felt in the right upper quadrant. Under treatment the pain and swelling subsided, but the nodules were only slowly absorbed, traces of them being felt six months afterwards. It was thought they might be the common chronic interstitial mastitis of women about the climacteric period, and consequently a careful watch was kept over them lest any cancerous development should occur. At the expiration of twelve months they had disappeared entirely.
Miss M. C. W., aged 28, seen in June, 1917, suffering from widespread fibrositis of the shoulder-joints, scapular muscles, knees and ankles. She was under my care in a nursing home for some weeks, during which time she developed a subacute mastitis of the left breast, with swelling of the whole organ and localized tender nodules here and there in the breast tissue. With the subsidence of the systemic fibrositis the breast gradually cleared up. She remained well for a year, when she had a recurrence of fibrositis in December, 1918. She came under my care again in June, 1919, with fibrositis of the trapezius and scapular muscles of the left side. Examination of the breasts showed no trace of the nodules that were present two years previously.
FIBROSITIS OF THE TESTICLE.
Mr. B., aged 58, consulted me in August, 1919. He had had good health; no serious illness; but had suffered from occasional "rheumatic" manifestations from time to time during the last few years-lumbago, sciatica, neuritis of the arm. His present complaint was of pain in the right ankle, due to an acute fibrositis of the tendon sheaths over the front of the joint. During the course of treatment he developed acute pain and slight swelling of the left testicle. As far as could be determined the seat of the trouble lay in the tunica vaginalis: the epididymis was unaffected. A small effusion of fluid appeared in the sac. Under treatment the inflammation subsided in about a fortnight, along with the trouble in the ankle.
In this case gout was the probable cause of the fibrositis of. ankle and testicle, though the physical signs of the ankle in no way resembled a typical gouty attack. He had never had articular gout, but his previous manifestations of fibrositis were probably of gouty origin; no other cause could be discovered.
FIBROSITIS OF THEILIVER.
It is remarkable how frequently cases of fibrositis in whatever situation-lumbago, stiff neck, sciatica, peri-articular fibrositis-present on examination a swollen and tender liver. During the last nine months I have seen at least ten cases in which this association was well marked Sometimes the tenderness is general, over the whole liver; sometimes definitely localized to the gall-bladder region. Common as is the association between fibrositis and temporary digestive disturbance, it may be said that these are ordinary examples of so-called " congested" liver, or "hepatic inadequacy." But in such the swelling and tenderness are usually transitory and disappear entirely on rectification of the digestive upset. The cases I refer to are more enduring; the swelling and tenderness remain and clear up pari passu with the systemic fibrositis. Sometimes local tenderness over the gall-bladder region endures for months afterwards, in the absence of any symptoms of cholecystitis or gall-stones. It may be that the seat of the trouble is in the ligamentum teres of the liver, which lies internal to the gallbladder, separated from it by the width of the quadrate lobe. I have never been able to feel any definite fibrositic nodules in this situation.
FIBROSITIS OF THE PANCREAS.
The following case of systemic fibrositis of two years' standing, involving the arms, shoulders, back and knees; accompanied by symmetrical fibrovascular growths on the fingers; followed by mastitis of both breasts; and subsequently by jaundice, ascites, and cedema of the legs, due as I believe to fibrositis of the pancreas, is unique in my experience, and is therefore related in detail.
C. M. O., male, aged 63, was brought to me by Dr. Greenwood of Ripon, on February 14, 1916. His history, taken from his diary, was as follows: He had always been a healthy man, of great activity, and a very hard worker. The subject of alopecia universalis of many years' standing, he had had no illnesses of any moment. For a year or more he had had occasional attacks of mild rheumatic pains, chiefly in the right wrist, but he took no notice of them. On March 24, 1914, after a hard day's work, he fell asleep in the train from London to Birmingham, and woke up with severe pain in both arms and shoulders, and found the elbows fixed to the sides. He went home to bed and called in his medical attendant, Dr. Clayton, of Edgbaston, where he then lived; and on the following day saw the late Sir Robert Simon in consultation, who pronounced the condition "acute neuritis." He stayed in bed a few days until the acute phase had subsided and then resumed work. A good deal of pain and stiffness of the shoulders remained, for which he had a five weeks' course of massage in April and May. In June, 1914, he was well enough to play golf-for the first time for three months. Through July he was "wonderfully well," and walked a great deal at Southwold. Towards the end of August the " neuritis" returned in the shoulders, and he had another course of massage for four weeks. He made, no progress, and on October 20 went to Malvern for three weeks, during which time he got steadily worse with " very severe pains " in the hands, arms, shoulders and knees, which were swollen and tender, so that walking was a great difficulty. On November 17 he was back at Edgbaston and saw Sir Robert Simon again, who diagnosed teno-synovitis, and put him on a course of medicine. On Dec'ember 4, 1914, he consulted Dr. A. P. Luff, in London, who told him he had fibrositis, and ordered him to Droitwich. Before going there he became worse, and had to spend some days in bed. From December 14, 1914 , to January 13, 1915 , he was at Droitwich under Dr. Foulds, where he made some improvement, but returned home still in great pain. During February and March he was at West Malvern, all the time in great pain and misery. On February 9 he went to London and saw Dr. Luff again, who put him on to iodide of potassium. By March 3 the pain was unendurable, and he went to Droitwich again to see Dr. Foulds, who stopped the iodide and advised him to return home. After this, through April and May, he gradually improved, and was able to do a moderate amount of work. On May 31, 1915, he went to Droitwich again for a further course of baths, and while there was ordered massage, but, owing to the pain, it proved intolerable, and had to be stopped. An entry in his diary at this period says, "still suffer great pain-nights awful."
On June 26 he returned to Edgbaston no better. In addition to the trouble in the shoulders and knees a further manifestation of fibrositis occurred in the form of a smart attack of lumbago, which lasted about a fortnight. Through July he gradually improved, and was able to do a fair amount of work up to September, though never entirely free from pain and disability. During July a curious symmetrical growth " like a raspberry," appeared on the inner surface of both index fingers near the base of the terminal phalanx. These were seen by Dr. Foulds and by Mr. Barling, of Birmingham, who advised treatment by radium. Under this treatment, applied by Dr. Loxton, they disappeared by the first week in December. In September, 1915, he went to Ilkley for three weeks, where he got much better, and returned to work in October. Iarly in November he had a relapse, and consulted Dr. Luff again, who prescribed iodide once more and a further course of massage. By November 8 he became much worse, and presently took to his bed with an obscure gastric attack, in which he "all but had jaundice"; this attack lasted about ten days. At the beginning of December he was still in much pain and was having very bad nights. On December 7 he removed to Ripon, and came under the care of Dr. Greenwood.
Through December, 1915, and January, 1916 , his condition remained much the same: in continual pain day and night, in the back, shoulders, hands and knees; though by the exercise of great pluck he was able to struggle ab.out and do a fair amount of work.
The history of his illness is given in some detail in order to accentuate the chronic nature of his trouble and the various manifestations it assumed.
When I first saw him on February 14, 1916, his condition was as follows:
He complained of severe pain in the baclz, shoulders and knees, which prevented him getting about except with difficulty, and which kept him awake at night. He was bent forward and could not straighten his back to the erect position. Tender nodules were to be felt in the lumbar muscles. Both shoulder-joints were fixed by fibrous ankylosis, the movement of abduction being very limited and. that of rotation absent. He could not put either hand on the opposite shoulder; nor could he raise either hand to the back of the head. Any attempt at passive movement caused exquisite pain. There-was some wasting of the shoulder muscles and nodular thickenings could be felt in the capsule and ligaments of the joints. The knee-joints were not swollen but moved stiffly and coarse crepitation was felt on flexion and extension.
Organically he was sound: heart, lungs and kidneys normal. The digestive system was somewhat disordered; teeth healthy and free from pyorrhcea; tongue slightly coated; appetite capricious; some flatulent distension of the abdomen; bowels fairly regular, but it was doubtful if they were sufficiently evacuated. A careful inquiry was made into his diet which, according to his statement, had never been taken into consideration in his previous treatment. It appeared that he was, as a rule, a hearty eater and was in the habit of taking a relatively large quantity of starchy food.
The following treatment was ordered: A diet of dry meals, with starch And sugar reduced to a minimum; hot water copiously an hour before meals a morning draught of aperient sulphur water; dry hot-air baths; Swedish massage and passive movements to the affected parts; and aspirin to relieve pain.
For a fortnight little or no improvement took place. Ionization with sodium salicylate wos then ordered to be applied to the shoulder-joints. By March 3 he had begun to improve, the pains in the back were better and he could hold himself erect. The shoulders remained very stiff and painful.
He was then put upon atophan, 0'5 grm. four times daily; a dose of Epsom salts each morning, and a blue pill once a week; and he was enjoined to keep strictly to his diet limited in starch.
Through March, April and May, 1916, he made steady progress. The pains gradually disappeared until nothing was left but some stiffness remaining from the fibrous ankylosis of the shoulder-joints ; and this had greatly diminished, the range of movement having steadily increased until he was able to use his arms with some freedom. The full mobility, however, had not returned. Through June he kept well and did his work easily; and the shoulders became sufficiently free to enable him to resume golf in a mild way.
Towards the middle of July, 1916, he had an attack of digestive disturbance, with epigastric discomfort, flatulence, furred tongue, with slight fever, and in a few days jaundice appeared. There was slight swelling of the liver and an ill-defined slight tenderness over the gall-bladder. There had been neither pain nor previous digestive disturbance suggestive of gall-stones.
At this time Dr. Greenwood noted a tender swelling beneath the nipple in the right breast plaque-like in shape, about the area of a half-crown piede and Section of Balneology and Climnatology 19 twice as thick, with the nipple centred upon it, apparently a fibrositis of the rudimentary male breast. This gradually subsided, but was followed in about a fortnight by an exactly similar condition in the left breast, which I, too, saw and which also in course of time completely disappeared.
The abdominal condition was thought, tentatively, to be " catarrhal" jaundice, but as the jaundice showed no signs of clearing up he was sent by Dr. Greenwood, to Harrogate, on July 24, for a course of waters and liver packs. This course he began to undergo, and in a week's time the jaundice began to diminish. The abdomen, however, increased in size and ascites developed, together with cedema of the legs, scrotum and penis. The liver was a little enlarged and somewhat tender to pressure. The heart was perfectly sound, and the urine, though bile-stained, contained neither albumin nor sugar.
He was kept in bed and was seen on August 5, in consultation with Dr. Greenwood and myself, by Sir Berkeley Moynihan, who thought the condition was probably syphilitic in origin, in spite of the most careful and frank inquiry into the history of antecedent infection and the patient's strenuous denial thereof. A Wassermann reaction taken at this time proved negative.
The ascites increased rapidly and the abdomen became considerably distended; the cedema of the legs, scrotum and penis became massive, the limbs being nearly double their normal size, and the cedema extended to the abdominal wall. A course of daily mercuirial inunction was given for three weeks, together with diuretics and liberal aperients. The whole time he was kept on a starchreduced diet. In about a fortnight the jaundice gradually cleared up; bile reappeared in the faeces and disappeared from the urine; the cedema of the legs slowly diminished and the ascites subsided; until on September 4, it was noted " abdomen down to normal measurement, 30 in.; no ascites detected: cedema of legs gone." He then went to Ilkley for a change and rapidly picked up his strength and walking powers. I saw him again on September 29, when he was free from muscular and joint pains; the movements of the shoulder-joints were almost normal; the abdomen flat; no ascites; superficial veins over the abdomen and lower ribs distended; liver not enlarged; some slight tenderness on deep pressure over the gall-bladder: no cedema of the legs; he expressed himself as feeling perfectly well and ready for work.
All through the winter of 1916 to 1917 he kept well, leading an active life and doing more than his normal work. He consulted me again in May, 1917, for an attack of dry eczema on the hack, head and limbs; apparently correlated with some digestive disturbance, for his stomach was out of order, his tongue was coated and his breath was offensive. Rectification of the gastric disorder was speedily followed by the disappearance of the eczema which had previously resisted topical remedies. On inquiry I learnt that he had relaxed his diet in some degree and had been taking rather more starchy food. There had been no return of pain or fibrositis, and the shoulder-joints had regained almost the full normal range of mobility. For the first time I noted some irregularity in the action of the heart, in the form of extrasystoles, no doubt associated with the gastric irritation.
Since May, 1917 , he has kept perfectly well, in full vigour of active work. Dr. Greenwood reported on December 10, 1917: " He has been very well, with the exception of a certain amount of eczema. The attacks of eczema are getting less severe and occur at longer intervals. There is no palpable enlargement of the liver and no evidence of any pancreatic disorder."
Ten days ago, on February 23, 1920, I saw him again and examined him carefully. He looked perfectly well and stated that he had never felt better in his life. Beyond recurrences of eczema on the back he had never ailed anything since his illness four years ago. The liver was normal in size; digestion good; no evidence of any visceral disease. There was very slight limitation of rotation in the shoulder-joints, from old adhesions, but no sign of fibrositis anywhere. He was leading an active life, playing golf regularly, and getting through a large amount of work.
What the actual condition was that gave rise to the syndrome of jaundice, ascites and dropsy must remain a matter of conjecture. No positive proof is possible in the absence of operative inspection and, happily, of post-mortem findings. A review of the history of fibrositis affecting various ligamentous and muscular parts, the curious symmetrical fibrovascular growths on the fingers, and the bilateral mastitis, leads one forcibly to the inference that a similar transitory inflammation must have occurred internally.
Anatomically it was possible for the symptoms to have arisen from pressure on the bile-duct or its tributaries, causing the jaundice; on the portal vein or its radicles, causing the ascites; and on the inferior vena cava, causing the massive cedema of the legs, scrotum and penis, and of the abdominal wall. The amount of this cedema was far more than I have ever seen result from the mere pressure of ascitic fluid within an abdomen; and in this case the ascites, though considerable, was not sufficient to occasion great tension within the abdominal cavity. The largest amount of fluid I have ever drawn from an abdomen is 604 oz., in a case of ascites with enormous abdominal distension but showing relatively little aedema of the legs. In my experience ascites is not necessarily associated with, pronounced cedema of the lower extremities.
The only situations in which a single lesion could conceivably cause pressure on all three structures-the comnmon bile-duct, the portal vein, and the inferior vena cava-are (a) in the neighbourhood of the hilus and posterior lobes of the liver; and (b) in the head of the pancreas. Enlargement of the posterior part of the right lobe, and of the Spigelian lobe, of the liver might compress the vena cava in the groove between the two lobes wherein the vein lies; and swelling of the liver a little 20.
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Section of Balneology and Climatology farther forward might put pressure on the common bile-duct and the portal vein at the hilus. As no great enlargement of the liver was detected by palpation, the assumption would have to made that a localized fibrositis swelling occurred in this region of the liver without involving the whole organ, a view difficult of acceptance.
On the other hand, a lesion of the head of the pancreas would readily cause obstruction of the common bile-duct and portal vein, and less readily, of the inferior vena cava. A transverse section of the body at the level of the pancreas shows the inferior vena cava to be in fairly' close relationship with the head of the organ, in a position favourable for compression against the spine. Cabot, in his book on " Physical Diagnosis," says, when discussing cancer of the pancreas, " ascites and swelled legs may be produced by compression of the inferior vena cava." A swelling of the pancreas competent to exert pressure on the neighbouring structures must presumliably be of a somewhat firm character; for the soft swelling of acute pancreatitis, and the subacute inflammation that occurs occasionally in mumps, do not produce pressure symptoms.
The most reasonable explanation of the lesion causing the symptoms would seem to be a fibrositis of the head of the pancreas. No swelling was detected by abdominal palpation, but the ascites and consequent distension of the abdomen rendered precise examination difficult. A singular feature was the absence of pain amounting to more than slight discomfort.
That no lethal or enduring organic disease was present is manifest from the complete recovery made and from the lapse of time since the symptoms cleared up. Syphilis, suggested by Sir Berkeley Moynihan, may be ruled out by the absence of a history and of any symptoms of this disease, and by the negative Wasserimann reaction. The fact that the ascites and cedema disappeared during a course of mercurial inunction proves nothing; the result was post not propter hoc, for the systemic fibrositis and the mastitis disappeared previously without the aid of mercury.
As already said, actual proof is lacking; but the above appears to me the only reasonable explanation of the symptoms. The case is one of sufficient rarity to merit publication, which has been designedly delayed in order to make sure that complete recovery had taken place and that no recurrence ensued. An interval of four years of good health is sufficient to afford satisfaction on this head.
A point of importance lies in the dietetic treatment of the case.
My belief is that the key-note of the successful cure lay in the limitation of the carbohydrate intake of food. Broadly speaking, cases of fibrositis fall into two main groups: those due to poisons of bacterial origin, from some obvious or latent infection; and those due to poisons of chemical or metabolic origin, from errors in diet or digestive capability. It is not always possible sharply to differentiate the two. Setting aside the former group, my clinical experience with the latter is that, in the large majority of cases, errors of carbohydrate rather than of proteid metabolism are to blame. Reduction of the total intake of food, with especial limitation of the carbohydrate elements, together with free elimination per vias naturales, will in most cases effect a cure without the aid of drugs of doubtful utility. The cases related above appear to me to suggest that fibrositis of certain internal organs is a definite clinical entity; and if looked for will be found of by no means infrequent occurrence.
Dr. EDGECOMBE (in reply to remarks by speakers): I have had two reasons for introducing the subject of the paper. First, to suggest that cases of visceral fibrositis are not uncommon, and to stimulate inquiry into their occurrence by members of the Section; and, secondly to elicit a satisfactory explanation of the remarkable case brought forward, tentatively, as fibrositis of the pancreas. I admit that the evidence is not conclusive and agree that the case must be looked upon as of undetermined origin if not as an unknown disease. Touching a possible bacterial origin, suggested by several speakers, no obvious source of infection could be discovered. There was no febrile reaction throughout and nothing to suggest a subacute bacterial invasion. The fseces were not examined bacteriologically for the reason that the identification of any organism as the definite infective agent among the extensive bacterial flora of the intestine is so beset with fallacies as to render it of doubtful utility. Had the case not progressed favourably further inquiry in this direction would have been made. The complete and permanent recovery militates against the theory of an infective origin.
